FIRST described by Sanderson in 1863, benign duodenocolic fistula is relatively rare, and only thirty-one cases have been described subsequently.* The condition is usually diagnosed from barium studies of the duodenum or, more commonly, the colon. This paper describes a case in which the diagnosis was made as a result of attempted jejunal biopsy, having been missed by conventional radiographic methods. The literature has been reviewed and the possible causes of the disease are discussed.
Case report
A 65-year-old woman had attended her own doctor with a 6-week history of diarrhoea, occasional vomiting and weight loss. The symptoms *Seven cases of duodenocolic fistula complicating gallbladder disease have been described but excluded from the present review as they were really cholecysto-duodenocolic fistula.
had originally been thought due to acute gastroenteritis and she had been treated at home with antibiotics. However, the symptoms recurred and persisted for 2 months and she was admitted for investigation.
She had suffered occasional epigastric discomfort for some years, relieved by antacids. For 3 years she had been treated for hypertension with reserpine and Ismelin-Navidrex K. She had had no pain during her present illness and described her motions as loose, but not pale, and free from blood or mucus.
On examination, she was not clinically dehydrated but appeared mildly anaemic. Recent weight loss was apparent; the abdomen appeared slightly distended and bore a mid-line hysterectomy scar. Further physical examination was normal. (a) Passage of the duodenal contents into the colon with bypass of the small bowel.
Investigations
(b) Retrograde passage of the colonic contents causing duodenitis and jejunitis.
Most evidence supports the latter theory. Lowden (1953) found in his series of gastro-jejunocolic fistulae, which had similar clinical presentations, that proximal defunctioning colostomy relieved the symptoms. In our patient, the symptoms were temporarily relieved by antibiotic treatment prior to hospital admission, the local changes in bowel flora obviously contributing to the malabsorption.
We also noted that the xylose absorption test was abnormal for a period postoperatively suggesting a recovering jejunitis. Further support for the reflux theory is given by Laws & Pitman (1960) who state that the intraluminal pressure of the colon is higher than that of the duodenum. However, with pressure variations due to bowel activity, passage of intestinal contents through the fistula will occur in both directions. At first the more fluid duodenal contents will pass into the colon; once a local colitis has been set up, leakage will occur in both directions and the resulting intestinal hurry will not only encourage further reflux but also lead to malabsorption.
Diagnosis: The diagnosis in this instance was established by the passage of the Crosby capsule through the fistula (Figs. 1 and 2) . The position of the capsule was suggested radiologically and confirmed by colonic biopsy. That this was a remarkable occurrence was realized when the size of the fistula and the capsule were compared.
We would not suggest that this should be a routine method of attempting to prove a fistula, but feel that it should be given some prominence in this report. Approximately 90% of the reported cases have been diagnosed by barium enema, and the remainder by laparotomy or autopsy. Barium meal demonstrates a fistula less frequently than an enema.
Treatment: Nearly all cases have made an excellent response to corrective surgery. One patient died as a result of post-operative complication. Normal surgical routine of pre-operative replacement therapy and bowel sterilization is indicated. If a peptic aetiology is considered likely, vagotomy and pyloroplasty or gastroenterostomy may be advisable.
